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EDITORIAL JGMDS 
CHALLENGES OF LEARNING DURING THE COVID-19 PANDEMIC 





Sofia Iqbal 

Professor of Ophthalmology 

Khyber Girls Medical College, Peshawar 
Saphra Sohail 

Final Prof, MBBS 

Agha Khan Medical College, Karachi 


According to United Nations Educational, Scientific and Cultural Organization (UNESCO)', 850 million 
children and young adults are out of education or training because of the COVID-19 pandemic. In many 
countries, this has resulted in a shift from traditional in-person learning to online learning. However, online 
learning is not new in developed countries. Many universities had ventured since long into online 
education with some courses offered as a supplement to in-person teaching. Pakistan is one of the 
countries lacking both accessibility and infrastructure for this major transition’. Hence there is a need to 
examine the current challenges and the impact on our students. 


There will be certainly an increase in educational inequalities and the setback will last for a long-time 
affecting employment and income especially for those coming from underdeveloped areas. As regards 
medical students, this pandemic presents the greatest practical and logistical challenge’. It has disrupted 
medical education, requiring intense and prompt attention from medical educators. These challenges 
have affected patient care due to focusing attention on COVID-19 patients, which has severely limited the 
availability of bedside teaching opportunities for medical students’. Resultantly they are unable to 
complete clerkships and lack direct patient care experience. To make online education more inclusive, 
institutions need to ensure that learners benefit from technologies and have access to the Internet. 
Smartphone use has increased manifold in our country, and it can be easily used for online learning, 
which is a good replacement for laptops. Surveys focusing on accessibility to the Internet, 
laptops/tablets/smartphones can provide a platform, involving stakeholders who can help students who 
have limited or no access”. The college IT department should be involved which should help students with 
issues that come up during e-learning. Although e-learning is not an alternative to hospital rotations, yet it 
can help continue medical education through access to clinical videos and other online resources 
focusing on clinical scenarios and examination techniques. We need to ensure teachers’ training for the 
unique demands that online teaching poses. Many strategies have been developed for improving the 
quality of online teaching and engaging students. These include interacting with students, encouraging 
student's participation by giving more open-ended questions, sharing videos focusing on examination 
techniques and different clinical scenarios, providing clear directions at the start of the session, and 
providing students with emotional support in this time of crisis. We should not forget that students‘ 
attitudes are influenced by the support they receive from families and teachers. As teachers, we play an 
important role in the development of positive attitudes and providing students with emotional support® 
There is a need for specific guidelines for online medical education framed by Pakistan Medical Council 
for implementing e-learning. With this sudden shift, away from the classroom in many parts of the world, 
some are wondering whether the adoption of online learning will continue to persist post-pandemic. For 
teachers, it is an opportunity to implement this teaching and learning methodology in our medical schools 
and training institutions whereas for students it is an opportunity to make use of e-learning for deriving 
maximum benefit thus preparing us for an unforeseeable situation in the future. 
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PSYCHOLOGICAL PROFILE OF PATIENTS WITH CHRONIC LOW BACK 
PAIN 





Shaista Ali’, Zahin Anjum’, Samir Khan Kabir®, Muhammad Wagar’, Abdul Satar’, Muhammad Arif® 


ABSTRACT: 
OBJECTIVES: 


To assess the frequency of depression, anxiety, and stress in patients with Chronic Low Back Pain 
(CLBP) using Depression Anxiety Stress Scale (DASS-42). 


METHODOLOGY: 


This descriptive study was performed from January 2019 to June 2019. All those patients with 
chronic low back pain with duration of more than 6 months were included. Patients below 20 and 
above 60 years were excluded to eliminate the effect of extreme ages. The Depression Anxiety 
Stress Scale (DASS-42) was used in this study. 


RESULTS: 


In this study, a total of 127 patients were successfully interviewed. The mean age of the sample was 
36.46 (SD+7.38) with a minimum age of 22 years and maximum of 59 years. Out of these 127 
patients, 83 (65.4%) were female while 44 (34.6%) were male patients. The minimum duration of 
chronic low back pain in our patients was 8 months while the maximum was 55 months with a mean 
of 28 months (SD 9.9). The mean DASS score for depression was 11.8 (SD+4.23), anxiety was 7.5 
(SD+2.9), stress was 12.1 (SD+4.0). Similarly, both genders had equal level of depression and 
anxiety but females were more experiencing the stress. 


CONCLUSION: 
Abnormal levels of stress anxiety and depression are a common finding in our population with CLBP. 


KEYWORDS: Chronic Low Back Pain, Psychosocial Disorders, Depression, Anxiety, Stress 


How to cite this article: 
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surgery. Hayatabad Medical Complex,Peshawar common musculoskeletal disorder for which 

Cell# +92-333-9322022 patients seek medical help both at primary 
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CLBP is the most common cause of absence 
from the work and is defined as back pain 
Hanae Béonemies, PARiawar persists for more than three months*. Back pain 
Department of Orthopedics, Naseer Teaching Hospital, may be a symptom of many pathologies, but the 
Peshawar most common is of the nonspecific origin or due 
“Department of Orthopedics and Spine surgery . to disc degeneration®. The prevalence of chronic 
Hayatabad Medical Complex, Peshawar low back pain is on the rising both in the 
®Department of Orthopedics and Spine surgery . developed and developing world. In Europe and 
Hayatabad North America, the prevalence is from 5 to 
10%**. Apart from the huge socioeconomic 
impact the management of chronic low back is 
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very difficult and requires multimodal 
approach’. An episode of back pain is 
common, and every individual suffers from it 
quite a few times in his life’. When and why 
this acute back pain changes to chronic back 
pain are not clear yet’. It is thought that it is a 
multifactorial process from genetic 
predisposition to socioeconomic factors, 
demographic parameters, obesity, smoking 
body height, profession, and psychosocial 
factors. All are studied and found to have 
some effect on CLBP®"'. Psychosocial factors 
play important role in the chronicity of back 
pain. Personality types stress, anxiety and 
depression all are important and should be 
carefully assessed in managing these 
patints’”. It is now very clear that patients with 
these problems will have unfavourable results 
of conventional treatment modalities even 
surgeries”. Therefore, it is very important to 
identify these psychosocial factors as early as 
possible and address them properly along with 
conventional therapies to prevent chronicity of 
back pain and insure better outcome”. 
Psychosocial factors play an important role in 
the management of these patients but to 
identify specific factors in a specific patient to 
address, it is usually difficult and mostly 
ignored’. Being every common aspect of 
patient management, it is often rarely 
addressed in clinical practice. This study is an 
integration of psychological practice into the 
clinical management of the patients. This will 
create awareness in this area and will lead to 
further studies on this topic, as we could not 
find a local study on this aspect. This study will 
show the rate of different factors like stress, 
anxiety, and depression in our local patients. 


METHODOLOGY: 


This descriptive study was conducted on 
patients presented to Department of 
Orthopaedics & Spine Surgery Hayatabad 
Medical Complex, Khyber Girls Medical 
College, Peshawar, and Aman_ Hospital 
Peshawar. The study duration was from 
January 2019 to June 2019. All those patients 
with chronic low back pain with duration of 
more than 6 months were included. Patients 
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below 20 and above 60 years were excluded 
to eliminate the effect of extreme ages. 
Patients with spine trauma, infections, and 
tumours were excluded. Similarly, patients 
with known psychiatric illness were also 
excluded. The Depression Anxiety Stress 
Scale (DASS-42) developed by Lovebird and 
Lovibond in 1995 was used in this study"®. It is 
a comprehensive questionnaire of 42 
questions assessing the presence and 
severity of depression, anxiety, and stress. 
Each question has 4 possible scores from 0 to 
3. In the end, scores of all three-sub types are 
rated from normal to extremely severe. All 
patients fulfilling the above mention criteria 
and who agree to complete the test were 
given the Urdu version of DASS-42 or a helper 
asked them the question, in case of illiterate 
patients. The demographic data sheet was 
used to collect demographic information of all 
the patients. Data analysis was done using 
SPSS 20. 


RESULTS: 


In this study, a total of 127 patients were 
successfully interviewed. The minimum 
duration of chronic low back pain in our 
patients was 8 months while the maximum 
was 55 months with a mean of 28 months 
(SD+9.9). 


Table 1: Demographic Details 


Grouping £(%) 
Male 44 (34.6) 
Gender 
Female 83 (65.4) 
Mean 36.4 
Age Minimum 22 
Maximum 59 
Marital Married 113 (89) 
Status 
Single 14 (11) 
Illiterate 45 (35.4) 
Primary 26 (20.5) 
Education | Higher Secondary 32 (25.3) 
Bachelor 21 (16.5) 
Higher 03 (2.4) 
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Table 2: Descriptive Statistics of DAAS Depression, Anxiety & Stress. 












































































































































Scores N Min Max Mean Std.D 
Depression 127 05 23 11.85 4.2308 
Anxiety 127 03 19 07.57 2.9182 
Stress 127 05 27 12.10 4.0076 
Table 3: Levels of Severity (Depression Anxiety & Stress) among patients of CLBP 
Frequency 
Level of severity in CLBP Depression Anxiety Stress 
Normal 56 44 98 
Minimal 30 23 20 
Moderate 37 29 4 
Severe 4 4 6 
Total 127 100 127 
Table 4: Gender and DAAS Levels of Severity 
Depression 
Normal Mild Moderate Severe Chi-Square P-value 
Male 28(63.6%) 7(15.9%) 8(18.2%) 1(2.3%) 40.46 0.01 
Female 28(33.7%) 23(27.7%) 29(34.9%) 3(3.6%) : : 
Anxiety 
Normal Mild Moderate Severe Chi-Square P-value 
Male 24(54.4%) 3(6.8%) 12(27.3%) 5(11.4%) 48.04 0.001 
Female 43(51.8%) 23(27.7%) 13(15.7%) 4(4.8%) : : 
Stress 
Normal Mild Moderate Severe Chi-Square P-value 
Male 20(45.5%) 15(34.1%) 8(18.2%) 1(2.3%) 28.77 0.001 
Female 61(73.5%) 2(2.4%) 2(2.4%) 18(21.7%) : i 
DISCUSSION: 


Psychosocial factors play a vital role in the 
genesis of CLBP, its management, prognosis, 
and outcome of conventional treatment’. 
Whether an acute back pain episode will go 
into the chronic phase much depends on 
psychosocial factors’®. Failure to consider 
these factors at any step leads to failure of 
treatment. This not only influences the 
individual but society due to _ financial 
burden’®. In fact, therefore management of 
CLBP is so difficult. About 30 to 50% of 
patients with psychiatric symptoms are 
missed by their primary care physicians”. 
On-time recognition of these factors like 
depression and their treatment improves the 
outcome of CLBP management. This is now 
well established that treatment of psychiatric 
disturbances should be an integral part of 
multimodal management of CLBP*" **. In 
contrast to other studies, which do not show 
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much difference in male-female patients, in 
our study there is a striking difference with 
strong female predominance,” out of 127 
patients 83 (65.4%) were female while 44 
(34.6%) were male. Whether it relates to the 
work-related problems, insurance and 
compensation issues in the west need more 
studies. Most of our patients were with low 
education level or illiterate and the majority 
were female patients. Vereckie E et al 
showed no correlation of CLBP with gender 
education level and marital status. In our 
study, we found a predominance of female 
gender with low education level**. Similar to 
our study using DASS-42 in patients with 
chronic low back pain Vanshika S reported a 
mean score for depression 18.83+5.12, 
anxiety 11.0642.9 and stress17.5+3.7,7° 
compare to their mean scores for sub-types of 
DASS we have lower scores. The mean 
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anxiety score was 7.5 (SD+2.9), stress 12.1 
(SD+4.0) and depression 11.8 (SD+4.23). 
Their sample was small and different setup 
what may be the cause of the difference. 
Hong JH reported depression in 51.5 % of 
patients with chronic low back pain and 
anxiety in 42.5%”. Depression and anxiety in 
their study is as common as in our study. 
Their sample was small compare to ours and 
they used different measuring tools like Beck 
Depression Inventory (BDI) and Beck Anxiety 
Inventory (BAI). Rush AJ reported depression 
in 59% of patients while Sagheer MA et al 
reported 48.7% depression and anxiety in 
55%-" * The anxiety level they reported in 
Pakistan is also very high but the scoring tool 
was different and they reported that 38.5% of 
patients had borderline anxiety. 

Stress, which is the third factor in DASS is 
the least studied one. Studies on frequency 
of stress disorder in patients with CLBP using 
this scale are very few. Most studies focused 
on the frequency of depression and anxiety in 
these patients using the DASS-42 scale. 
Depression and anxiety are considered the 
most important psychological factors in 
CLBP. The three major aspects of the chronic 
low back are usually defined as somatic, 
depressive and social*’. It may be 
understandable that with chronic conditions 
with time the stress anger factor diminishes. 
The mean DASS stress score in our study 
was 12.1 (SD+4.0), Table 2; lower than that 
reported by Vanshika S*°. But our study 
shows that stress is still present in a 
significant number of patients. Haggman S 
reported stress abnormalities in 100 patients 
of CLBP out of 232,°° out of which 10.3% 
were with severe and 6.5% with extre mely 
severe stress abnormality. Comparing the 
depression, stress, and anxiety scores with 
the level of severity across gender it was 
showed that both genders had depression 
and anxiety, but female were more stressed 
as compared to male. 

Psychological factors are as common in our 
society as any other society. These factors 
must be considered in managing any patient 
with chronic low back pain. DASS -42 can 
satisfactorily find out patients with these 
abnormalities. 


CONCLUSION: 
Psychological factors are the key factor in 
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chronic low back patients and must be 
addressed with equal caution like any other 
somatic factor. Any management plan for 
patients with CLBP without consideration of 
these psychological factors will be a failure. 


LIMITATIONS: 


Other factors effecting psychological health 
were not address in this study. There are 
chances that those factors could also be 
influencing the stress anxiety and depression 
of chronic low back pain patients. 


CONFLICT OF INTEREST: None 
FUNDING SOURCES: None 
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Um-e-Kalsoom', Khaista Noureen? 


ABSTRACT: 
OBJECTIVES: 


Finding out the role of gender in aggression, self-esteem, and body esteem was the purpose of this 
study. 


METHODOLOGY: 


A cross-sectional research design was used. Different universities in Peshawar were visited, and 300 
students were selected as a sample (N=300), which consisted of both boys (N=150) and girls 
(N=150) from the age-group 17-22 years. Purposive sampling technique was used to collect the data, 
and the measuring tools used were Rosenberg Self-Esteem, Buss Perry Aggression Questionnaire, 
and Body-Esteem Questionnaire. 


RESULTS: 


Although the research didn’t prove any difference in gender roles regarding self-esteem, it was 
revealed that boys are more aggressive as compared to girls. Furthermore, a correlation between 
self-esteem, body-esteem, and aggression was reported. 


CONCLUSION: 


The study gave the conclusion that gender has a role in levels of aggression found in students; 
however, both boys and girls are equally affected regarding self-esteem and body-esteem. 


KEYWORDS: Gender Differences, Aggression, Body Esteem, Self-Esteem 
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INTRODUCTION: 


Aggression can be described as a typical 
mental health issue among adolescents, which 
represents genuine social issues in the current 
competitive and distressing world. It is the 
behavior of individuals that is against social 
conduct and can bring forward 
embarrassment, pain, melancholy, 
nervousness, detachment and various other 
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signs that can be related to trauma. Moreover, 
it can enhance problems related to emotions’. 
Aggression among students has been divided 
into four categories. These categories are 
verbal aggression, anger with resentment, 
physical aggression, and _ suspension’. 
Psychologists are more focused on deriving 
the factors causing aggressive behaviors, their 
severity and what therapeutic measures can 
be conducted to bring such behaviors under 
control. During the past years, levels of 
violence, as well as aggression, have 
considerably increased among youngsters’. It 
was reported by the National Center for 
Education Statistics,“ that 36% of students 
studying in grades nine to twelve were known 
to be involved in a minimum of one physical 
fight during the year 2005, which proved an 
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increase of 33%, which was_ previously 
recorded in the year 2003. Sharma, Grover, 


and Chaturvedi,” conducted a cross-sectional 
study in which they examined behavior 
connected to interpersonal violence and its 
relation was found out among a sample of 550 
young students (14-19 years old) of several 
colleges in South Delhi, India. In the past 
decades, the connection between 
adolescents’ aggression and self-esteem has 
been given much focus. One part of their 
Opinion puts light on “low self-esteem” in which 
they gave the idea that a person experiencing 
external issues or barriers in the real world 
has therefore, low self-esteem. This gives the 
impression that children with low self-esteem 
are consequently aggressive and unsociable®. 
A study has discovered the association of 
body image and self-esteem amongst teenage 
females. The sample (300) comprised sixteen 
to eighteen-year-old students from an 
elementary school. A significant and negative 
relationship was found between self-esteem 
and body image (r=-0.365, p<.01) using the 
Body Cathexis Scale and Coopersmith Self- 
Esteem Inventory. Furthermore, results 
indicated that when female adolescents are 
satisfied and confident of their body image, 
there is a boost in their self-esteem’. Grogan® 
defines Body Image, as a person‘s perception, 
understanding, and feelings regarding their 
own body. Fitzhugh’, is of the view that Body 
Image is due to a process in our mind, which 
forms new perceptions that possibly don't 
even exist. According to a survey conducted 
by the American Association of University 
Women,’ as less as 29% of young girls are 
satisfied with their bodies, whereas, more than 
50% of boys showed that they have a positive 
view regarding their bodies. Since the last two 
decades, adolescent's problems related to 
body dissatisfaction, eating behavior, physical 
fitness, and mental health have grasped the 
attention of psychologists all over the world. 
However, in Pakistan, this issue is least 
addressed. The present study is another step 
to investigate physical problems at the college 
level. The following objectives were formulated 
keeping in view the studies. To determine 
whether gender difference between young 
adults plays a role in self-esteem, body 
esteem, and aggressive behavior. To find if 
there is a connection among students’ body 
image, aggression, and self-esteem. 


J Gandhara Med Dent Sci 


AGGRESSION, BODY ESTEEM AND SELF ESTEEM 


METHODOLOGY: 


Purposive sampling technique was used in 
data collection. A sample of 300 from different 
departments of universities in Peshawar and 
Shaheed Benazir Bhutto Women University of 
Peshawar, Khyber Pakhtunkhwa was drawn. 
The sample consisted of both girls (n=150) 
and boys (n=150) who ranged between the 
ages of 17-22 years. From that sample, 247 
(100 boys and 147 girls) were students 
pursuing their Masters, while 53 (50 boys and 
3 girls) were from the BS Program. Arnold 
Buss and Mark Perry,” developed the 
Aggression Questionnaire by a 7-point scale, 
which comprised of 29 items. The Buss-Perry 
Aggression Questionnaire was brought down 
to 4 subscales namely physical, verbal, anger, 
and hostility. The scale‘s internal consistency 
ranges from 0.72 to 0.89. A high score on the 
scale depicts more aggressiveness, whereas, 
a low score reflects aggressive traits. In the 
present study, the Cronbach's Alpha Reliability 
of the scale was 0.76. The Rosenberg Self- 
Esteem Scale is a 10-item self-reporting 
questionnaire developed by Morris 
Rosenberg . A four-point scale takes five 
minutes to complete and the participants must 
indicate how much they agree or disagree with 
the statements about their self-worth. The 
possible range of RSE is 0-3 and the higher 
score indicates higher self-esteem. 
Cronbach's Alpha Reliability for the present 
sample was 0.52. A Body Esteem Scale was 
based on 35 items,“ to assess attitudes 
towards body parts. Some of the items 
included were hips, biceps, legs, figure, or 
physique. There is a Likert-type scale that 
ranges from 1 to 5 showing strong negative 
feelings and strong positive feelings 
respectively. The conceivable score on Body 
Esteem Questionnaire had the range of 35 to 
175. A higher score indicates a more favorable 
attitude towards body weight. The current 
sample achieved 0.92 Cronbach‘s Alpha 
Reliability for the current sample. Different 
departments of universities in Peshawar were 
used to collect the data. Following permission 
from the Head of Departments, the goal of the 
study was explained to the participants. 
Moreover, they were told that the data 
collected will be kept confidential, and it would 
be used for nothing other than the research. A 
booklet consisting of questionnaires, namely, 
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Buss Perry Aggression Questionnaire, Body 
Esteem Scale, and Rosenberg Esteem Scale 
were distributed among them. Any questions 
asked by the students were answered, and 
they were helped instantly. A total of thirteen 


RESULTS: 


departments of four different universities were 


involved in the process, and the stratified 
random sampling technique was used. Lastly, 


a compiled result was formed using SPSS- 
17.0, Pearson Product Moment Coefficient of 
Correlation and t-test. 


Table 1: Comparison of Male and Female Students on Aggression, Self-Esteem and Body Esteem 















































Variables Girls (n=150) Boys (n=150) 95% Cl 
Cohen’s d M SD M sD t (df) Sig LL UL 
Aggression 101.29 23.72 116.51 22.34 5.719(298) 0.000 9.98 20.457 
Self-Esteem 42.73 5.895 42.41 6.635 -.442(289) 0.659 -1.746 1.106 
.051 
Body Esteem 126.76 22.520 132.92 22.833 | 2.352(298) 0.019 1.007 11.313 
Note: Cl= Confidence Interval, LL= Lower Limit, UL= Upper Limit 








The above result shows gender difference on 
the Buss-Perry Aggression and Body Esteem 
Scale. No noteworthy difference was found 


on the Self-Esteem Scale; however, boys 


score high on the Aggression and Body 


Esteem Scale. 


Table 2: Pearson Product-Moment Correlation of Buss Perry Aggression Scale, Body Esteem and Self-Esteem Scale 




















(N=300) 
Variables 1 2 3 
1. Buss Parry 
Aggression 
2. Body Esteem 0.164* 
3. Self Esteem 0.120* 











p<0.01, p<0.05 








The table depicts that there is a correlation between Buss Perry Aggression and Self - Esteem Scale. 


DISCUSSION: 
The main purpose of this study was to find out 
the role gender difference plays in 


aggression, body esteem, and self-esteem. 
Table 1 shows that when compared with girls, 
boys show more aggression. Previous 
researchers also agree with the found 
results13. Furthermore, the results point out 
that males tend to be more involved in 
aggression involving physical activity than 
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females14. A previously done _ National 
Survey by the US Department of Health and 
Human Services reported, ° that males 
participate more in physical fights and the 
ratio of the involvement of ammunition was 
found to be higher in school. Moreover, the 
findings give some stereotypical supportive 
evidence, such as, according to biological 
theories; testosterone plays an active role in 
stimulating fury, competition, verbal violence, 
and _ physical aggressiveness ©. In addition, 
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cultural norms also expect males to show 
tougher behavior and provide a_ shield, 
accommodation, and a sense of security to 
their families. Aggression is usually 
considered as male instincts, during college 
life boys show more aggression may be for 
peer or social approval, achieving status 
among friends particularly among girls and all 
this indicates a sign of a powerful person. 


Home environment and parental training is 
another important reason, which may develop 
aggressive behavior among the male gender. 
The result indicates that there is no significant 
gender difference when it comes to self- 
esteem. However, the findings contradict 
previous researches done on the same topic. 
Despite our culture’s expectation from women 
to perform their duties as mothers and stay at 
home wives, the girls taken as our sample do 
not seem to have a negative perception about 
themselves, which is perhaps an effect of 
education and awareness. According to the 
report, self-worth shows an increase during 
adulthood'’. The results shown by the Body 
Esteem Scale on gender differences do not 
support previously done studies. The result 
depicts that women are less conscious than 
men when it comes to body esteem. One 
possible reason seems is the media, which 
indirectly influences the ideology related to 
the perfect body not only for female “thin” but 
also for the males to be “muscular”. Though 
media affects both genders, there is another 
very important factor associated with the 
people living in KPK, which is surrounded by 
strong cultural and social values. So, the 
media factor is not pushing the girls 
considerably since they are groomed and 
raised in an environment where revealing the 
physical body is not appreciated. This fact 
may have resulted in the prohibition of body 
esteem needs among girls in the present 
study. Whereas the rules for boys in the same 
environment are vice versa. The present 
study also investigates a relationship between 
self-esteem and aggression and the two 
variables show a positive correlation. The 
results conform to previous studies. It has 
been previously suggested by Baumeister et 
al,"® that high _ self-esteem __ initiates 
aggression. On the other hand, Perez, Vohs 
and Joiner,'® were of the view that both high 
and low esteem has a relationship with self- 
reported physical aggression. The present 
study shows a less strong yet significant 
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correlation between body-esteem and self- 
esteem. The findings strengthen the 
longitudinal study, which reported a strong 
connection between self-esteem and body 
discontent among youngsters”’. Paxton et 
al,’ was of the view that body satisfaction 
ascends self-esteem. 


CONCLUSION: 


The present research concludes _ that 
aggression and body-esteem vary with gender 
differences, however, no significant difference 
was found when it came to self-esteem. It 
further suggests that there exists a positive 
correlation between aggression, self-esteem, 
and body-esteem scale. 


LIMITATIONS: 


The sample size was not selected through 
probability sampling technique and _ other 
Khyber Pakhtunkhwa Colleges were not 
selected in this study, so we can’t generalise 
these results on provisional level. 
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ABSTRACT: 
OBJECTIVES: 


The study aimed to determine the frequency of COVID-19 positive antenatal patients admitted in 
Obstetrics & Gynecology unit Hayatabad Medical Complex Peshawar with the concerns that 
pregnant women may be more susceptible to COVID-19 as they may be more vulnerable to 
respiratory infection. 


METHODOLOGY: 


This was a descriptive cross-sectional study conducted at Obstetrics & Gynecology units 
Hayatabad Medical Complex Peshawar from May 12", 2020, to November 29", 2020, screening 
and testing of patients admitted for childbirth was in HMC. Screening consisted of questions 
related to travel, contacts, and symptoms of COVID-19. All patients without a prior diagnosis of 
COVID-19 underwent SARS-CoV-2 polymerase chain reaction (PCR) testing of nasopharyngeal 
swabs, with rapid testing available. Patients scheduled for cesarean birth were screened and 
tested at preoperative visits 


RESULTS: 


One hundred eighty-two patients presenting for antenatal visits were screened; 6.5% (12 out of 
182) were previously diagnosed with COVID-19. The remaining 170 patients were tested at 
admission, and 17.6% (30 out of 170) tested positive for SARS-CoV-2. Twenty-two of the 30 who 
tested positive for SARS-CoV-2 (73.3%) were asymptomatic. The overall prevalence of positive 
test results among asymptomatic patients was 14.1% (22 out of 156). The prevalence of positive 
test results among asymptomatic patients increased from 1.29% (2 out of 155). 


CONCLUSION: 
The evidence on this novel infection is changing almost daily, although it will likely be many months 
before, we can determine the true impact it will have on both maternal and fetal well-being. In the 


interim, our primary responsibility is to ensure all women have access to safe maternity services. 


KEYWORDS: Asymptomatic, COVID-19 Positive, Antenatal Patients, Obstetrics & Gynecology, 
Infection 
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INTRODUCTION: 


Pneumonia of unknown cause was identified 
in Wuhan, China and was first reported to the 
WHO Country Office in China, on December 
31, 2019. On February 11 2020, WHO 

announced a name for the new coronavirus 
disease: COVID-19'. This has rapidly 
escalated and has become the International 
Public Health Emergency, and by May i 
2020, there were 3679499 confirmed cases 
and 254199 deaths in 215 countries*. The 
evidence to date would suggest that they are 
no more vulnerable to this particular 
pathogen than the general population®’. 
However, we are aware that there are 
vulnerable groups within both the pregnant 
and non-pregnant populations and clinicians 
should be cognizant of these high-risk groups 
and manage them accordingly. Adults with 
pre-existing diabetes have been identified as 
being more vulnerable to the severe effects 
of COVID-19 infection’®. Many of the guideline 
documents published to date highlight 
some of the at-risk groups within the 
obstetric population®. Specific comorbidities 
to assess women include the following: 
hypertension, diabetes, asthma, HIV, 
chronic heart disease, chronic liver disease, 
chronic lung disease, chronic kidney disease, 
blood dyscrasia, those with solid organ 
transplants, malignancies and people on 
immunosuppressive medications®. It is 
recommended that all pregnant women 
observe social distancing and follow self- 
isolation guidance to prevent exposure to 
COVID-19 and practice good hand 
hygiene”. The International Federation of 
Gynecology and _ Obstetrics currently 
recommends that during the course of the 
pandemic, the general principle should be to 
minimize in-person office visits and _ if 
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practical and appropriate, consider 
appointments via telephone or 
videoconferencing’. Women with symptoms 
of COVID-19 appointments should be 
delayed during the period of self-quarantine. 
If symptoms persist, they should call and 
make an appointment for testing and/or 
hospitalization. Maternity units should 
consider additional measures, and these 
should include limiting the number of support 
persons/visitors with patients for outpatient 
and inpatient visits, including labor and 
delivery areas’. For pregnant women who 
have recovered from the virus, close follow- 
up is recommended with a_ regular 
sonographer assessment of fetal growth 
and_ well-being as data is lacking on the 
potential development of intrauterine growth 
restriction (IUGR) and placental 
insufficiency®" . For women who are either 
suspected or confirmed COVID-19 positive, 
appropriate care must be taken at the time of 
labor and delivery. As mentioned above 
neither cesarean nor vaginal delivery confers 
any additional risks to either the mother or 
the fetus, or the mode of delivery should be 
determined on an_ individualized basis. 
Adherence to infection precautions is critical 
and should be planned at a local level. The 
rationale of this study was to figure out the 
incidence of COVID-19 in pregnant patients. 
The objective of this article is to review the 
current data concerning how COVID-19 
affects pregnant women, the information to 
date on treatment options, its psychological 
impact and the wider effect on healthcare 
services and resources. 


METHODOLOGY: 


0 


This was a descriptive cross-sectional study 
conducted at Obstetrics & Gynecology units 
Hayatabad Medical Complex Peshawar from 
May 12", 2020, to November 29", 2020, 
screening and testing of patients admitted for 
childbirth was in HMC. This study was 
conducted after the approval from the hospital 
ethical committee. All the pregnant women 
fulfilling the inclusion criteria were enrolled in 
the study through Out-Patient Department 
(OPD) and _ Obstetrics & Gynecology 
Department. The patients were debriefed, and 
written informed consent was __ taken. 
Screening consisted of questions related to 
travel, contacts, and symptoms of COVID-19. 
All patients without a prior diagnosis of 
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COVID-19 underwent SARS-CoV-2 
polymerase chain reaction (PCR) testing of 
nasopharyngeal swabs, with rapid testing 
available. Patients scheduled for cesarean 
birth were screened and tested at preoperative 
visits. | Hospital policies | recommended 
universal mask use on clinical units by 
clinicians, patients, and support persons and 
limited each patient to one visitor for childbirth. 
For patients with symptoms of COVID-19, the 
N95 respirators and appropriate personal 
protective equipment (PPE) until results 
returned, continuing use for patients with 
positive test results. For patients without 
symptoms of COVID- 19, clinicians followed 
usual precautions including wearing masks. 
For the second stage of labor and cesarean or 
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vaginal birth, clinicians wore full PPE and N95 
mask respirators for patients without test 
results or with positive results. Excluded from 
universal testing were patients already 
diagnosed with COVID-19 and patients not 
admitted for childbirth, The numbers of 
positive PCR tests in patients with and without 
symptoms of COVID-19 were assessed over 
time. 


RESULTS: 


One hundred eighty-two (182) patients 
presenting for antenatal visits were screened; 
6.5% (12 out of 182) were previously 
diagnosed with COVID-19. The remaining 170 
patients were’ tested at admission. 


Table 1: Showing characteristics of the antenatal patients 
















































































Gharaeienatice SARS-CoV-2 PCR Results 
Positive (n=30) Negative (n=140) 
<30 14 (46.6%) 56 (40%) 
Age 30-34 10 (33.3%) 45 (32.1%) 
>35 06 (20%) 39 (27.8%) 
Nulliparity 16 (53.3) 123 (44.2) 
Gestation <37 Week at Birth - 62 (44.2%) 
<7 At1 Min - 40 (28.5%) 
pees cole <7 At 5 Min : 12 (8.5%) 
Cesarean Delivery 10 (33.3%) 40 (28.5%) 
Table 2: Screening Characteristics of SARS-CoV-2 Antenatal Patients 
Screening Characteristics SARS-CoV-2 PCR RESULT 
Positive 2 (0.5%) 
Asymptomatic ; 
Negative 153 (96.7%) 
Positive 5 (1.4%) 
Symptomatic ; 
Negative 5 (1.4%) 
DISCUSSION: 


Much of the data available thus far is in the 
form of case studies, case series and 
observational studies. With this novel 
condition, obstetricians and_ international 
obstetric bodies sought to determine in a 
short time the impact this disease would have 
on pregnant women, if parturient were at a 
higher risk of morbidity and mortality and 
what effect, if any, this disease would have 
on the fetus. Leading obstetric organizations 
have responded with a series of guidance 
documents to aid clinicians to navigate 
through this unknown landscape, including 
guidelines from the International Federation 
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of Gynecology and Obstetrics (FIGO)*, the 
Royal College of Obstetricians and 
Gynecologists, UK (RCOG)’, and_ the 
American College of Obstetricians and 
Gynecologists (ACOG)""’’, As this is a new 
infection, little is known about COVID-19, 
particularly related to its effect on pregnant 
women and infants, and there is currently no 
definitive evidence-based guidance specific 
to pregnant women regarding the evaluation 
or management of COVID™ '°. The Centers 
for Disease Control and Prevention (CDC) 
has stated, based on _ the_ information 
currently available, that pregnant women 
seem to have the same risk as adults who 
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are not pregnant’’. This study aims to review 
the current data in relation to how COVID-19 
affects pregnant women, the information to 
date on treatment options, its psychological 
impact and its wider effect on healthcare 
services and resources. While some studies 
have raised concerns that pregnant women 
may be more susceptible to COVID-19 as in 
general, they may be more vulnerable to 
respiratory infection 22 the evidence to date 
would suggest that they are no more 
vulnerable to this particular pathogen than 
the general population’”. These findings 
suggest a low (<3%) prevalence of positive 
SARS-CoV-2 test results among 
asymptomatic patients who are pregnant’®. 
The increasing prevalence of positive SARS- 
CoV-2 test results in the asymptomatic 
population, while the prevalence ' of 
symptomatic infections decreased, may 
indicate that universal testing identifies 
patients in a convalescent period, in addition 
to those with subclinical active infection’. 
Although performed in a mixed community 
and academic hospital settings, limitations of 
the findings include a short duration and a 
single geographic region. Approaches to care 
that balance screening and testing of patients 
combined with a rationalized approach to the 
use of PPE should be considered for 
obstetric units””. 


CONCLUSION: 


In the interim, our primary responsibility is to 
ensure all women have access to safe 
maternity services. These include remaining 
up to date with the evidence for the treatment 
of COVID-19 in the pregnant population and 
ensure strict infection control measures to 
stem the spread of disease within our units. 
The doctors should be aware of those that are 
potentially vulnerable during this time, both 
patients and colleagues, and must ensure 
adequate supports are available to them 
during these uncertain times. 


LIMITATIONS: 


The results of this study were not 
generalizable because only one hospital of 
Peshawar was selected for the data collection. 


CONFLICT OF INTEREST: None 


April-June 2021 


JGMDS 





FUNDING SOURCES: None 


REFERENCES: 


1. 


WHO. Rolling updates on coronavirus 
disease (COVID-19):Coronavirus disease 
(COVID-19) outbreak situation. 2020. 


Available from: 
https://www.who.int/emergencies/disease 
s/novel-coronavirus-2019/events-as-they- 
happen 

FIGO. Safe motherhood and 
COVID-19. 2020. Available from: 
https://www.figo.org/safe-motherhood- 
and-covid-19 

RCOG. Coronavirus (COVID-19) 
infection in pregnancy. 2020. Available 
from: 

https://www.rcog.org.uk/glo balassets/doc 
uments/guidelines/2020-07-24- 
coronavirus-covid-1 9-infection-in- 
pregnancy.pdf 

ACOG. Novel coronavirus 2019 (COVID- 
19). 2020. Available from: 
https://www.acog.org/clinical/clinical- 
guidance/practice- 
advisory/articles/2020/03/novel- 
coronavirus-2019 

Rasmussen SA, Jamieson DJ. 
Coronavirus disease 2019 (COVID-19) 
and pregnancy: responding to a rapidly 
evolving — situation. Obstetrics and 
gynecology. 2020 May 1. 

Centers for Disease Control and 
Prevention. Centers for Disease Control 
and Prevention Coronavirus disease 
2019 (COVID-19) 2020. 

Qin C, Zhou L, Hu Z, Zhang S, Yang §S, 
Tao Y, et al. Dysregulation of immune 
response in patients with COVID-19 in 
Wuhan, China. Clin Infect Dis. 
2020;71(15):762-8. 

Fujisaki S, Mori N, Sasaki T, Maeyama 
M. Cell-mediated immunity in human 


pregnancy: changes in lymphocyte 
reactivity | during pregnancy and 
postpartum. Microbiol Immunol. 


1979;23(9):899-907. 
Dashraath P, Wong JL, Lim MX, Lim LM, 
Li S, Biswas A, et al. Coronavirus 
disease 2019 (COVID-19) pandemic and 
pregnancy. Am J Obstet Gynecol. 
2020;222(6):521-31. 


10. Yu N, Li W, Kang Q, Xiong Z, Wang S, 


J Gandhara Med Dent Sci | 17 


JGMDS 





18 


11. 


12. 


13. 


14. 


15. 


Lin X, et al. Clinical features and obstetric 
and neonatal outcomes of pregnant 
patients with COVID-19 in Wuhan, China: 
a retrospective, single-centre, descriptive 
study. Lancet Infect Dis. 2020;20(5):559- 
64. 

American College of Obstetricians 
and Gynecologists. Outpatient 
assessment and management for 


pregnant women with suspected or 
confirmed novel coronavirus (COVID-19). 
Elshafeey F, Magdi R, Hindi N, Elshebiny 
M, Farrag N, Mahdy S, et al. A 
systematic scoping review of COVID-19 
during pregnancy and childbirth. Int J 
Gynecol Obstet. 2020;150(1):47-52. 
Ferrazzi E, Frigerio L, Savasi V, Vergani 
P, Prefumo F, Barresi S, et al. Vaginal 
delivery in SARS-CoV-2-infected 
pregnant women in Northern Italy: a 
retrospective analysis. BJOG: Int J 
Obstet Gynaecol. 2020;127(9):1116 -21. 
Chen H, Guo J, Wang C, Luo F, Yu X, 
Zhang W, et al. Clinical characteristics 
and intrauterine vertical transmission 
potential of COVID-19 infection in nine 
pregnant women: a retrospective review 
of medical records. Lancet. 
2020;395(10226):809-15. 

Ashokka B, Loh MH, Tan CH, Su LL, 
Young BE, Lye DC, et al. Care of the 
pregnant woman with COVID-19 in labor 
and delivery: anesthesia, emergency 
cesarean delivery, differential diagnosis 


16. 


17. 


18. 


19. 


20. 


COVID-19 POSITIVE ANTENATAL PATIENTS 


in the acutely ill parturient, care of the 
newborn, and_ protection of the 
healthcare personnel. Am J Obstet 
Gynecol. 2020;223(1):66-74. 


Abdollahpour S,  Khadivzadeh_ T. 
Improving the quality of care in 
pregnancy and childbirth with coronavirus 
(COVID-19): a systematic review. The 
Journal of Maternal-Fetal & Neonatal 
Medicine. 2020 May 14:1-9. 

Ryan GA, Purandare NC, McAuliffe FM, 
Hod M, Purandare CN. Clinical update on 
COVID-19 in pregnancy: A review article. 
Journal of Obstetrics and Gynaecology 
Research. 2020 Aug;46(8):1235-45. 
Noelle B, Caitlin B, Cynthia GB, Russell 
M, Rebecca M, Kyra B, et al. COVID-19 
infection among asymptomatic and 
symptomatic pregnant women: two 
weeks of confirmed presentations to an 
affiliated pair of New York City hospitals. 
Am J Obstet Gynecol MFM. 2020:1-7. 
Wu X, Sun R, Chen J, Xie Y, Zhang S, 
Wang X. Radiological findings and 
clinical characteristics of pregnant 
women with COVID-19 pneumonia. Int J 
Gynecol Obstet. 2020;150(1):58-63. 
Arentz M, Yim E, Klaff L, Lokhandwala S, 
Riedo FX, Chong M, et al. Characteristics 
and outcomes of 21 critically ill patients 
with COVID-19 in Washington State. 
Jama. 2020;323(16):1612-4. 





CONTRIBUTORS 








1. Rabeea Sadaf - Concept & Design; Data Acquisition; Data Analysis/Interpretation; 


Drafting Manuscript; Final Approval 


2. Muhammed Zahid - Data Analysis/Interpretation; Drafting Manuscript; Critical Revision; 


Supervision 


& © 


. Nasreen Kishwar - Concept & Design; Data Acquisition; Critical Revision 
. Umaiyma Farhad - Concept & Design; Data Acquisition 


5. Behzad Khan Khalil - Data Analysis/Interpretation; Critical Revision 





Ooee 


J Gandhara Med Dent Sci 


April-June 2021 





ORIGINAL ARTICLE JGMDS 


COMPARISON OF WORKING LENGTH DETERMINATION IN MANDIBULAR 
SINGLE-ROOTED TEETH 





Ruqayya Sana’, Farzana Rehman’, Shabana Rehman’, Rashid Javaid* 


ABSTRACT: 
OBJECTIVES: 


The objective of this study was to compare working length calculated with conventional radiographs 
and an electronic apex locator (IPEX II) during the root canal treatment of mandibular anterior teeth. 


METHODOLOGY: 


A cross-sectional study was done in the Department of Operative Dentistry, Sardar Begum Dental 
Hospital, Peshawar during February and March 2018. A consecutive sampling technique was used for 
sampling. Only 30 patients fulfilled the inclusion criteria of our study. Detailed medical and dental 
history was taken. Only patient fulfilling inclusion criteria were enrolled in the study. Data were 
analyzed using SPSS version 20. 


RESULTS: 


The mean age for patients was 45.33+5.16. 33% out of 30 patients (10) were male and 20 were 
females. The mean working length calculated from radiographs was 22.2541.29 (min 20.09-max 
24.10). The mean working length calculated by the electronic apex locator (IPEX Il) was 22.1741.28 
(min 20.00-max 24.07). The mean difference between working length calculated by radiograph and 
electronic apex locator was -0.084mm, which means the working length determined by radiographs 
and by electronic apex locator has no difference in mandibular anterior teeth with single canals. 


CONCLUSION: 
Both the methods can be used effectively in endodontics for single-rooted mandibular teeth, but if 
both are used in combinations can lead to an improvement in the working length accuracy, which may 


significantly reduce the number of radiographs exposure, and increase the success and comfort for 
endodontic patients. 


KEYWORDS: Working Length, Apex Locator, Conventional Radiograph, Mandibular Teeth, Endodontics 
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Several methods and_ techniques’ are 
developed with time to determine the exact 
working length" *. Some of these methods are 
Ingle‘s method (preoperative radiographs), 
tactile sensation, electronic means (using 
apex locators), diagnostic radiographic 
method, patient response, and paper points’. 
Ingle’s radiographic method is one of the most 
widely used methods for the determination of 
working length, because of its reliability and 
ease of use. However, there are some 
concerns of dentists with this technique’. 
Some of these are difficulty in accurately 
identifying apical constriction, different 
angulations of the radiographic image, 
observer bias in interpretation’”®. One of the 

biggest disadvantages of any radiographs is 
patient and the dental staff radiographic 
radiation exposure’. Electronic apex locators 
(EALs) are used to determine the working 
length of canals with more accuracy. But they 
too have limitations in conditions like root 
perforations, resorption, cracks, closed apices, 
constricted canals, conducting medium within 
the canal, size of the major terminus, etc. The 
electronic apex locator doesn't give any 
information about the anatomy/number of 
canals or periapical pathology that is why it will 
be prudent to use it in complement with 
radiographic methods. This is a reasonable 
reason, why the apex locator should not be 
considered as a substitute for radiographs but 
as a good tool that may help improve working 
length confirmation in dentistry’. The apex of 
the root has a specific resistance to an 
electrical current, which is calculated by using 
a pair of electrodes that are hooked into the lip 
and attached to an endodontic file. The 
electronic principle is relatively straightforward 
and is based on electrical resistance; when a 
circuit is complete (tissue is contacted by the 
edge of the file), resistance decreases 
noticeably, and the current suddenly begins to 
flow. A variety of devices signal this 
occurrence by a beep, a buzz, a flashing light, 
digital readouts, or a pointer on a dial’. Lately 
developed EALs calculate the resistance and 
capacitance at the same time by using 
different frequency*®. IPEX Il (NSK_ Inc., 

Kanuma, Japan) is multi-frequency EAL, 
introduced in the recent past. Nevertheless, 
not much data is available in the literature 
concerning its accuracy as compared with the 
conventional radiograph in the clinical setting. 
The results of this study will help clinicians to 
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adopt the method, which is more accurate 
reliable and reproducible in the determination 
of working length in mandibular single canal 
teeth. The objective of this study was to 
compare the average working length 
calculated with conventional radiographs and 
an electronic apex locator (IPEX Il) during the 
root canal treatment. 


METHODOLOGY: 


A cross-sectional study was done in the 
Department of Operative Dentistry, Sardar 
Begum Dental Hospital, Peshawar from 
February 2018 till March 2018. The total 
sample size was 30. A consecutive sampling 
technique was used in the collection of data. 
Inclusion criteria included all healthy patients 
aged between 18 to 60 years, with mature 
apex and clear radiographs visiting the 
department for root canal treatment for 
mandibular single were included in the study. 
Exclusion criteria included all patients having 
tooth attrition, calcifications, internal or 
external resorptions, teeth with perforation a 
medical condition that contraindicates patient 
safety for electric device usage, re-treatment, 
canals with separated instruments, or teeth 
with immature apex. Patients who declined to 
consent to be part of the study were also 
excluded from the study. Ethical approval and 
informed consent were taken before the start 
of the study. A complete dental examination 
and detailed history were recorded. The pre- 
operative radiograph was used for measuring 
the working length using Ingle‘s method. A 
graduated scale was used to measure the 
working length from the stable coronal 
reference point to the apex of the root 
(Reading 01). Onemillimeter was subtracted 
from the total length to compensate for 
radiographic image distortion and as the 
apical constriction, as it's 0.5-1.0 mm short of 
the radiographic apex in most of the cases. 
After administrating local anesthesia the 
treatment was started (lignocaine 36mg/ 1.8 
ml, with epinephrine 1:100000). The access 
cavity was achieved using a_ high-speed 
handpiece with a round diamond bur. After 
achieving access cavity and _ thoroughly 
removal of caries electronic apex locator 
(IPEX Il) was used to obtain working length. 
Initially, 10K file with double stoppers were 
connected to the IPEX Il was used to 
determine the working length (Reading 2). 
Sodium hypochlorite (2.5% NaOCl) was used 
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as an irrigation liquid. The excess irrigating 
solution was dried up with cotton pellets; care 
was taken not to over-dry the canal or tooth 
surface. As per the instruction manual of 
IPEX Il was used to determine working 
length. A flashing bar and a continuous 
sound tone indicated that the file has reached 
the area just beyond the apical foramen. The 
file was withdrawn back until an audible 
signal, and a flashing bar is observed which 
indicates that the file is now 0.5 mm short of 
the apical foramen. The stopper was adjusted 
to the coronal surface when the apex locator 
exhibited the specified reading. The file was 
removed from the canal and length from the 
stopper till the tip of the file was measured 
using a graduated scale in millimeters. The 
mean of three consecutive measurements 
was recorded to improve accuracy and 
removing biases in measurement. The 
working length of each tooth was. first 
calculated from the conventional radiograph 
(Reading 01) and then with the electronic apex 
locator (Reading 02). Simple frequencies and 
percentages were calculated for qualitative 
variables like gender, mean and standard 
deviation were computed for quantitative 
variables like age, radiographic and 
electronic working length of a root canal. 


Paired t-test was used to assess the mean 
difference between’ radiographic and 
electronic working length. The level of 
significance incidence of postoperative pain 
or may also lead to was set with >0.05 at 
95% confidence interval. SPSS version 20 
was used to analyze the results. The level of 
significance was taken as 0.05. 


RESULTS: 


A total of 30 patients were included in the 
study. According to our inclusion criteria, all 
the patients were referred for RCT for various 
reasons. The mean ages of the participant 
were 45.33+5.16. The mean age of the 
patients was 39 years. 33% of the patients 
were male, and 66% were females. The 
mean working length calculated from 
radiographs was 22.25+1.29. The mean 
working length calculated by the electronic 
apex locator (IPEX Il) was 22.17+1.28(Table 01) 
The mean difference between working 
length calculated by radiograph and 
electronic apex locator with 0.05% level of 
significance is -0.084mm, which is statistically 
insignificant. Table 02 shows that there is 
minimal or no difference between the working 
lengths recorded by both methods. 


Table 1: Values of Working Length with Radiographs and Electronic Apex Locator (N=30) 
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; Standard Standard 
Min Max Mean aan 
Deviation error of mean 

Radiographic 
Working Length 20.09 24.10 22.258 1.297 .236 
Electronic Apex 
Locator Working 20.00 24.07 22.174 1.285 .234 

Length 
Table 2: Mean Difference between Electronic and Radiographic Working Lengths 
Standard ; 
Electronic Apex Locator Mean Deviation t-value Sig P-value 
Radiographic Working Length 
-0.084 0.372 1.242 0.224 























DISCUSSION: 


The accurate working length is a crucial factor 
for the success of endodontic therapy. 
Working length apical establishes the extent of 
canal preparation and apical stop. Failure to 
accurately determine the working length may 
lead to apical perforation, pushing out of 
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debris and material may result in overfilling or 
may lead to under preparation or under 
treatment leads to postoperative pain and poor 
prognosis in the long run”“In the present study 
two methods, conventional radiographic and 
electronic methods, for working length 
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determination were compared. The results of 
the current study showed that there was no 
significant difference between the working 
lengths recorded by both methods when it was 
done for lower anterior teeth with single 
canals. This comes in agreement with the 
study which shows that there was no 
difference in working length obtained from 
radiograph and electric device®"’. This shows 
the effectiveness of both methods. Another 
study done in vivo stated that reliable and 
similar results could be obtained by using 
conventional radiographs and electronic apex 
locator’”"*"* These studies show that radiographs 
as the potential first choice for endodontic 
treatment planning and outcome assessment 
are equally efficient, especially when new 
scanners with lower radiation doses are used. 
On the other hand, some studies reported that 
the CBCT method is more accurate than the 
apex locator in determining the working length 
in primary teeth'>"® While, another study 
reported that more cases’ determine 
satisfactory working length calculated by the 
electronic device, whereas fewer cases gave 
satisfactory results for conventional and digital 
radiographs as compared"’ Similarly, a clinical 
trial evaluates higher accuracy for electronic 
apex locator when compared to conventional 
radiographs was used®"'. In another study, 
showed that radiographs/CBCT was short in 
almost 50% of the cases while determining 
working length'®"’.The possible reasons for 
these variable results might be the quality of 
the radiograph unit, the expertise of the 
radiograph operator, the type of electronic 
apex locator, and the dentist's skills. 


CONCLUSION: 


The use of electronic devices for working 
length determination is gaining popularity day 
by day which lessens the problems associated 
with radiographic methods mainly radiation 
exposure and angulation. Nevertheless, the 
efficiency and equally precise results from 
radiographic measurements make it quite 
compatible with the electronic apex locators. 
Similarly, the improved and advanced types of 
radiographs lessen radiation exposure and its 
side effects. Electronic devices cannot replace 
the radiographs totally, but both can be used 
in combinations to improve the working length 
accuracy, reduce the number of radiographs, 
and increase the success and comfort of 
endodontic patients. 
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LIMITATIONS: 


The sample size was small. It would be better 
if maxillary molars along with the Mandibular 
molars were added. Electronic devices cannot 
replace the radiographs totally. This study only 
provides preliminary data and further studies 
are required. 
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DENTAL STUDENTS IN E-LEARNING DURING COVID-19 PANDEMIC 
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ABSTRACT: 
OBJECTIVES: 


To assess the factors that influences the participation and engagement of dental students in online 
classes. 


METHODOLOGY: 


A descriptive cross-sectional study was conducted using a pre-validated questionnaire with 45 barriers 
items used. The Cronbach Alpha value after removing certain items in our study was calculated to be 
0.934, which resulted in 35 barrier items. Recorded data were coded and entered using SPSS version 
23.0. Nominal data were presented as frequency and percentage, whereas all numerical data was 
entered as mean and standard deviation. Factor analysis on questions pertaining to barriers to e- 
learning was done. 


RESULTS: 


The underlying construct of the data was identified using principal component factor analysis. The type 
of rotation used was Varimax. The value of Kaiser-Meyer-Olkin measure for sampling adequacy (MSA) 
was 0.880. The criteria used for identifying factors were the latent root criteria. A total of six factors 
were identified. The overall variance explained by these factors was 61.9%. The barriers ranked the 
highest were those pertaining to motivational problems and time interruptions (2.8667+0.88524). The 
barriers that were ranked the lowest were those pertaining to instructors and personal problems 
(2.3894+40.81059). 


CONCLUSION: 


The biggest barrier was found to be motivational problems in attending online classes. The second- 
highest ranked barrier was social problems. The third barrier included a lack of support services. 
Technical barriers were ranked fourth. The barrier that was ranked fifth was a lack of pre-requisite 
skills. The barriers that were reported to be the least were problems pertaining to the instructor and 
personal problems. 


KEYWORDS: Motivational Barrier, Social Barrier, Technical Barrier, Instructor and Personal Barrier, 
Pre-requisite Skill, Kaiser-Meyer-Olkin (KMO) 
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INTRODUCTION: 


Using the Internet and electronic technology 
to facilitate the teachers and students by 
providing them access to an approachable 
and easy mode of learning, teaching, and 
communication, which in turn augments 
comprehension and improves outcomes is 
known as online learning or e-learning’. 
Considering various social, scientific, and 
educational challenges in today‘s world, the 
role of e-learning in academia has gained 
tremendous significance and can be used as 
a tool to ameliorate the productivity of 
educational interventions” Some _— studies 
advocate the implementation of online 
learning” * mainly attributing it to ease of use, 
administrative management and maintenance, 
accessibility, and interactivity for 
geographically or temporally separated 
students6. On the contrary, some factors 
hinder the use of e-learning and render it 
unsatisfactory for students, like social isolation 
from peers, insufficient skills and experience 
in distant learning, unavailability or disruptions 
in internet connections, and lack of teacher- 
student interaction or engaging in various 
activities online other than studying’*"° One 
of the biggest problems in delivering online 
education is the lack of technical training of 
the teachers as a result of which the students 
are unable to benefit from online teaching 
sessions’. The provision of excessive, and 
unstructured information provided in online 
classes, lack of skills required for learning 
online, and inadequacy to cope with the 
burden of assignments have also been 
reported as problems faced during online 
learning’ It has also been reported that a 
limiting factor that keeps the students from 
actively engaging in online sessions is the 
language barrier’’. A study investigating 
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barriers to e-learning highlighted lack of 
learner motivation to the extent that students 
procrastinate or solve part of the assignments 
they find easy, unavailability of time and 
support from surrounding people, the deficit of 
academic advisors online and timely feedback 
consequently reducing the probability of 
student willing to attend future online 
classes". Although online learning has been 
a common practice worldwide with far more 
acceptance than this part of the world, the 
majority of educational institutions, including 
undergraduate and postgraduate level in 
Pakistan, mainly resorted to it during the 
lockdown period owing to the pandemic nee 
© All personnel involved in the field of 
medical education, such as _ institutional 
administrators, teachers, and students need 
to utilize information technology to the best of 
their abilities, to fill in the gaps that might 
result as a repercussion of the current 
scenario and remove all possible barriers of 
online learning to promote comprehensive 
learning by students * 8 For which there is a 
dire need to explore students’ preferences 
regarding various teaching modalities during 
this abrupt transition to online learning, in 
case the students want any modification in 
this system or prefer a blended system of 
traditional and online classes'’. The objective 
of the study was to assess the factors that 
influence the participation and engagement of 
dental students in online classes. 


METHODOLOGY: 


A descriptive cross-sectional study was 
conducted on students of Bachelors of Dental 
Surgery from Sharif Medical and Dental 
College Lahore. Dental students from all four 
years were included in the study irrespective 
of their academic record. Students who did 
not attend the online classes or refused to 
give consent were excluded from the study 
sample. A pre-validated questionnaire with a 
Cronbach Alpha 0.94 was used". To assess 
various barriers to online learning faced by 
the students, item analysis was performed in 
the pilot study on the 45 variables pertaining 
to barriers. The Cronbach Alpha value after 
removing certain items in our study was 
calculated to be 0.934, which resulted in 35 
barrier items. The questionnaire was 
distributed among 200 dental students of 
Sharif College of Dentistry, SMDC, after 
obtaining permission from Sharif Medical 
Research Center (SMRC). Informed consent 
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was taken prior to data collection. Recorded 
data were coded and entered using SPSS 
version 23.0. Nominal data were presented 
as frequency and percentage, whereas all 
numerical data was entered as mean and its 
respective standard deviation. Factor 
analysis on questions pertaining to barriers to 
e-learning was done. 


RESULTS: 


A cross-sectional descriptive study was 
conducted on 200 students of all four years of 
Bachelor of Dental Surgery (BDS) of Sharif 
College of Dentistry, SMDC, out of which (31.6%) 
were males while (67.9%) were females. 
The majority of the students (93.3%) 
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belonged to the age range of 18 to 24 years, 
(5.7%) were below the age of 18 while only (1%) 
belonged to the age range of 25 to 31 years. 
The underlying construct of the data was 
identified using principal component factor 
analysis on 35 items pertaining to barriers. 
The type of rotation used was Varimax. The 
value of Kaiser-Meyer-Olkin measure for 
sampling adequacy (MSA) was 0.880. The 
criteria used for identifying factors were the 
latent root criteria. A total of six factors were 
identified. The overall variance explained by 
these factors was 61.9%. Initial Eigen values 
greater than 01 were taken significant as 
shown in Table-1. 


Table 1: Factors Identified Based on Eigen Values 


Component 


Problems 


Interruptions 


Barriers Pertaining to Lack of Support Services 


Learning 


Barriers Pertaining to Technical Problems 


Barriers Pertaining to Social Interactions 





The only items considered were those with factor 
loadings of 0.5 and above. There was specific 
loading of every item on one factor. Five of the 35 
barrier items were dropped. The following factors 
were identified01)Barriers pertaining to instructor 
issues and personal issues,02)Barriers pertaining 
to learner's motivational problems and time, 03) 
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Barriers Pertaining to Instructor Problems and Personal 


Barriers Pertaining to Motivational Problems and Time 


Barriers Pertaining to Lack of Pre-requisite Skills for Online 





Initial Eigen Values 
Total % of Variance Cumulative % 
9.748 32.494 32.494 
2.646 8.821 41.315 
2.015 6.715 48.030 
1.709 5.695 53.726 
1.124 4.524 58.249 
1957 3.745 61.995 











Barriers pertaining to support service problems, 
04) Barriers pertaining to preequisite skills, 05) 
Barriers pertaining to technical problems, 06) 
Barriers pertaining to social interactions, as 
shown in Table-2. 
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Table 2: Principal Component Factor Analysis using Varimax Rotation with Kaiser Normalization 





Rotated Component Matrix* 





Component 





1 2 3 4 5 6 





Instructors knowledge during online teaching 0.565 





Minimum advisors for online teaching 0.545 





Delay in delivery of course material 0.603 





Incongruous size of class 0.600 


Lack of social support 0.691 





create disruption in family life 0.648 





intrude into my personal time 0.745 





Lack motivation to learn online 0.762 





Procrastination 0.683 





Choose the easier assignments 0.549 





Unsupportive e-learning environment 0.742 





Lack of adequate time to learn 0.572 





Interruptions during studying 0.670 





unclear instructions from instructor 0.585 





Insufficient training of teachers 0.679 





Deficient provision of services 0.608 





Communication Gap 0.574 





Deficient writing skills 0.700 





Deficient typing skills 0.773 


Deficient reading skills 0.652 





Inadequate academic confidence 0.569 





Deficient communication skills 0.587 





Unavailability of internet/issues 0.743 





High cost of repairing service provider/software 0.647 





Deficient skills for using systems 0.693 





lack of consistency in system usage 0.603 


Deficient skills for using software 0.581 





Limited interaction among students 0.772 





lack of social context cues 0.829 





Lack of collaboration 0.800 
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It was observed that the students ranked 
barriers pertaining to motivational problems 
and time interruptions the highest, while the 
instructor and personal problems were 
ranked the lowest barriers they experienced 
in the acquisition of online education as 
shown in Table-3. 


Table 3: Ranking of Barriers to Online 
Learning 





Barriers to Online Meaty Std. 
Learning Deviation 
Barriers Pertaining to 
Motivational Problems 
and Time Interruptions 





2.8667 88524 





Barriers Pertaining to 


Social Problems 


2.7617 .95904 





Barriers Pertaining to 
Lack of Support 


Services anor 


16464 





Barriers Pertaining to 


Technical Problems 


2.4323 17524 





Barriers Pertaining to 
Lack of Pre-requisite 
Skills for Online 
Learning 
Barriers Pertaining to 
Instructor Problems 
and Personal 
Problems 


DISCUSSION: 


2.4204 .83990 





2.3894 .81059 

















A descriptive cross-sectional study was 
conducted on dental students to determine 
the various barriers faced by them while 
acquiring online education. Literature 
supports that there are many barriers to 
online learning faced by the students. Some 
of these include skill deficit for online 
education, time limitation, lack of proper 
infrastructure, lack of institutional support, 
and lack of instructor support. Some studies 
have reported a lack of instructor feedback, 
social isolation, and confusion in 
comprehending the format of online classes 
as problems’®. According to one study, the 
barrier factors extracted were similar to that 
of our study and included social barriers, 
technical problems, motivational problems, 
and academic/pre-requisite skills. 


According to our study, motivational problems 
were rated as the strongest barriers to e- 
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learning (2.8667+0.88524). These results are 
very different from another study where this 
barrier was ranked the  fourth-highest 
(1.91+0.93)"*. It was seen in one study that 
students rated procrastination as a barrier to 
participating in online classes (3.02+1.34). It 
was reported that (57.63%) of students 
considered it a barrier'®. In our study, 
procrastination was also reported to be a 
considerable barrier in online learning 
(2.7741.222) and was seen as a moderate 
barrier (30.1%), strong barrier (17.6%), and 
very strong barrier (9.8%) by students. It was 
also reported in our study under motivational 
barriers that submission of assignments and 
the level of their difficulty were also moderate 
(34.9%), strong (19.8%), and very strong 
(5.2%) barrier that hinders online learning. 
These results were very different from 
another study where only (6.78%) of students 
reported it to be a barrier in online learning’®. 

Students rated the barriers related to social 
interaction as the — strongest barrier 
(2.36+1.07)"*. These results are comparable 
to our study where it was seen that social 
barriers were ranked the second strongest 
barrier to online learning (2.7617+0.95904). 
Among social barriers, our study reported 
that lack of collaboration among students was 
considered a_ significant barrier to online 
learning and it was considered a moderate 
barrier by (37.8%), strong barrier by 14%, and 
very strong barrier by (6.7%) of students. 
Another one of the social barriers reported 
was lack of interaction and communication 
with other students, which was reported as a 
moderate (41.5%), strong (16.6%), and very 
strong (9.3%) barrier by the students. Similar 
social barriers were identified in another 
study where (38.98%) reported a lack of 
collaboration with peers as a barrier while 
25.42% identified lack of interaction as an 
important barrier'® 

In the study above™, technical problems 
were ranked the _ fifth-strongest barrier 
(1.7040.73) which is quite similar to our 
study, where technical problems were 
ranked fourth-strongest barriers 
(2.432340.77524). According to our study, 
the lack of pre-requisite or academic skills 
was the fifth strongest barrier to online 
learning (2.4204+0.83990). These results 
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are contrary to another study where lack of 
academic skills was rated the least strong 
barrier to online learning (1.22+0.50) . 
Another significant issue reported pertaining 
to instructors was that (37.29%) of students 
found communicating with the instructor a big 
hindrance in online learning’? This barrier 
was identified in our study as well and it was 
found that (42%) of students considered it a 
moderate barrier, (9.5%) strong, and (4.2%) 
a very strong barrier to online learning. 


CONCLUSION: 


The biggest barrier was found to be 
motivational problems in attending online 
classes. The second-highest ranked barrier 
was social problems, which included a lack of 
collaboration and interaction among students. 
The third barrier included a lack of support 
services. Technical barriers were ranked the 
fourth and included problems of Internet 
connectivity, costly hardware and software 
repairs, and lack of consistency in online 
teaching platforms. The barrier that was 
ranked fifth was lack of pre-requisite skills, 
which included academic, writing, typing, 
language, and communication skills. The 
barriers that were reported to be the least 
were problems pertaining to the instructor and 
personal problems. 


LIMITATIONS: 


This study was conducted on dental students 
of one dental college. The results of the study 
can be more generalized if students from other 
dental colleges are also included. 
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ORIGINAL ARTICLE 
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ABSTRACT 

Abstract of an original article should be in structured format with the following subheadings: 
i. Objective 

ii. Methodology 

iii. Results 

iv. Conclusion 

Vv. Keywords 


Label each section clearly with the appropriate subheadings. Background is not needed in an abstract. 
The total word count of abstract should be 250 words. A minimum of three to ten keywords as per MeSH 
(Medical Subject Headings) should be written at the end of abstract. 
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INTRODUCTION 

The introduction of the article is funnel shaped, moving from the general information followed by specific 
information related to the research. It should include the purpose of the article after giving brief literature 
review strictly related to objective of the study. The rationale for the study or observation should be 
summarized. Only strictly pertinent references should be cited, and the subject should not be extensively 
reviewed. Data, methodology or conclusion from the work being reported should not be presented in this 
section. It should end with a statement of the study objective. 


METHODOLOGY 

Study design and sampling methods should be mentioned. Obsolete terms such as retrospective studies 
should not be used. The selection of the observational or experimental subjects (patients or experimental 
animals, including controls) should be described clearly. The methods and the apparatus used should be 
identified (with the manufacturer's name and address in parentheses), and procedures are described in 
enough detail to allow other workers to reproduce the results. References to established methods should 
be given, including statistical methods. References and brief descriptions for methods that have been 
published but are not well-known should be provided; only new or substantially modified methods should 
be described in detail, giving reasons for using them, and evaluating their limitations. All drugs and 
chemicals used should be identified precisely, including generic name(s), dose(s), and route(s) of 
administration. The approval of human or animal research by an Ethical committee is an essential 
requirement. For statistical analysis, the specific test used should be named, preferably with reference for 
an uncommon test. 


RESULTS 

Results should be presented in a logical sequence in the text, tables, and illustrations. It should be written 
in past tense. All the data in the tables or illustrations should not be repeated in the text; only important 
observations should be emphasized or summarized with due statement of demographic details. No 
opinion should be given in this part of the text. The maximum number of tables/graphs should not exceed 
five. 


TABLES AND ILLUSTRATIONS 

Legends to illustrations should be typed on the same sheet. Tables should be simple and should 
supplement rather than duplicate information in the text; tables repeating information will be omitted. Each 
table should have a title and be typed in double space without horizontal and vertical lines on an 8- 
1/2”x11” (21.5x28.0 centimetres) paper. Tables should be numbered consecutively with Roman numerals. 
If abbreviations are used, they should be explained in footnotes. When graphs, scatter grams, or 
histograms are submitted, the numerical data on which they are based should be supplied. All graphs 
should be made with MS Excel and SPSS software and be sent as a separate Excel file, even if merged 
in the manuscript. 


FIGURES AND PHOTOGRAPHS 

Photographs, X-rays, CT scans, MRI and photo micro-graphs should be sent in digital format (JPG, TIFF) 
with minimum resolution of 5 mega pixels in JPEG compression. Photographs must be sharply focused. 
The background of photographs must be neutral and preferably white. The photographs submitted must 
be those originally taken as such by a camera without manipulating them digitally. The hard copy of the 
photographs if sent, must be uncounted, glossy prints 5”x7” (12.6x17.3 centimetres) in size. They may be 
in black and white or in colour. Negatives, transparencies, and x-ray films should not be submitted. 
Numerical number in the figure and the name of the article should be written on the back of each 
figure/photograph. Scanned photographs must have 300 or above dpi resolution. The author must identify 
the top of the figure. These figures and photographs must be cited in the text in consecutive order. 
Legends for photomicrographs should indicate the magnification, internal scale and the method of 
staining. Photographs of published articles will not be returned. If photographs of patients are used either 
they should not be identifiable, or the photographs should be accompanied by written consent to use 
them. 


April-June 2021 J Gandhara Med Dent Sci {33 


JGMDS 


S.1 UNITS 
System international (S.I) unit measurement should be used. Imperial measurement units like inches, feet 
etc. are not acceptable. 


DISCUSSION 

The discussion should begin with a brief summary of the main findings and should answer the question(s) 
stated in the introduction or address the hypothesis. The findings should be in context of the strengths of 
the study. This section should include author’s comment on the results, supported with contemporary 
references, including arguments and analysis of identical work done by other workers. The differences 
from previous findings need to be documented, reason for similarities and differences with applications, 
implications or both. Typically, the authors should move from specific to general (opposite of introduction 
and hence inverted funnel shaped). Any conflict of interest, however, must be mentioned at the end of 
discussion in a separate heading. 





CONCLUSION 
Conclusion should be provided under separate heading and highlight new aspects arising from the study. 
It should be in accordance with the objectives. This section is brief, not more than a few pertinent lines. 


LIMITATIONS 
The limitations of the study should be mentioned at the end. Limitations must be mentioned by the 
authors, rather than by the peer reviewers and readers. 


REFERENCES 

The references must be written in Vancouver style, double-spaced and numbered as they appear in the 
text. The minimum number of references should be 18; and the total number must not exceed 40 for 
original article and 100 for review article. Provide complete information for each reference, including 
names and initials of all authors when they are six or less. If there are more than six authors, list the first 
six followed by “et.al”. The author name(s) and initials are followed by the title of the article, the name of 
the journal abbreviated according to the style followed in Index Medicus, year of publication, journal 
volume, journal issue and number of the first and last pages. EndNote can be used for citation in the text 
and reference list. For credit to individuals involved in the work and conflict of interest, it is important to 
have authenticity, accuracy and originality for the publication; following the guidelines of Committee on 
Publication Ethics (COPE). 


SYSTEMATIC REVIEW ARTICLE 

A systematic review paper should have a structured abstract of no more than 250 words using headlines 
as objective, data sources, study selection, data extraction, data synthesis and conclusion, with 3-10 key 
words for indexing. 


Objective should give precise statement of the primary objective for the review. Define if the review 
emphasis cause and diagnosis, prognosis, therapy and intervention or prevention. Define if the review 
would be highly selective as including only randomized controlled trials (RCT) or have wider inclusion 
criteria. Data Sources should present data sources used, there should be no time restrictions. Study 
Selection should describe criteria to select studies for detailed review. Specify methods used as blinded 
review, consensus, multiple reviewers. Data Extraction should describe how extraction was made 
including assessment of quality and validity. Data Synthesis should present the main results of the 
review and state major identified sources of variation between studies. Conclusion should give a clear 
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